duration. The cough produced yellowish sputum, which was occasionally blood streaked. He was afebrile, and there was no history of notable past illnesses. At physical examination on admission his general condition was satisfactory. There was no evidence of congestive heart failure. His blood pressure was 140/ 50 mm Hg and his pulse 90 beats/min, regular, and collapsing in character. The heart was enlarged with a left ventricular impulse, and the apex beat was in the sixth intercostal space 2 cm lateral to the midclavicular line. A 3/6 ejection systolic and an early diastolic murmur were heard along the left sternal border. Coarse inspiratory and expiratory crackles were present over the right lung base. Laboratory data showed no abnormalities. The electrocardiogram showed sinus tachycardia and features of left ventricular hypertrophy. A chest radiograph showed cardiomegaly (cardiothoracic ratio 0.61) and diffuse mottling over the right lung.
Echocardiography indicated a grossly dilated left ventricle (left ventricular end diastolic dimension 7-5 cm and end systolic dimension 5-5 cm). The aortic root was 3 cm in diameter, and the aortic valve had three cusps. A 2 cm lobulated pulsating mass dominated the subaortic area and was readily seen in the parasternal long axis and short axis views as well as in the apical four chamber view (Fig. 1) . The mass extended from the region of the right coronary cusp to the adjoining interventricular septum. In the parasternal long axis view it enlarged during diastole and descended into the left ventricle during diastole and moved towards the anterior leaflet of the opened Unruptured right coronary sinus to left ventnicle aneurysm mitral valve. At end diastole it almost filled the left ventricular outflow tract (Fig. la) . In systole it contracted down and almost disappeared at end systole (Fig. lb) . The mitral valve moved normally, and diastolic fluttering of the anterior leaflet was evident. The cross sectional echocardiographic features were compatible with severe aortic regurgitation, and we thought that the pulsating mass could be an unruptured aneurysm of the right coronary sinus of Valsalva.
In view of the clinical and radiographic features of concomitant chest infection, the patient was treated with erythromycin after sputum samples were taken for bacterial, including mycobacteria, and viral cul- Mok, Cheung, Wang no other abnormality at the aortic root. An attempt was made to reattach the displaced right coronary cusp to the aortic wall. Nevertheless, this further distorted the aortic valve, which was then excised. The remnant of the right coronary cusp was sutured to the aortic wall by several horizontal mattress sutures buttressed with teflon felt pledgets. This removed the aneurysm completely from the aortic root. A 25A Medtronic Hall valve was then sutured in the subcoronary position. The heart was defibrillated without difficulty and resumed normal function. The right pleural cavity was explored through the sternotomy incision, and one litre of straw coloured fluid was sucked out. The right lung appeared to be oedematous but otherwise normal. The patient was returned to the intensive care ward in a satisfactory condition.
Thirty six hours after the operation, he developed recurrent ventricular tachycardia and episodes of transient complete heart block. Each episode of arrhythmia was accompanied by low cardiac output. The arrhythmia was finally controlled with intravenous amiodarone and temporary atrial pacing. Acute renal failure developed, which was treated with haemodialysis. He gradually recovered and was discharged from hospital one and half months after the operation. At follow up one month later he was asymptomatic, and repeated echocardiographic examination showed only a dilated left ventricle with a normal functioning aortic prosthetic valve.
HISTOPATHOLOGY
Histopathological examination of the excised aortic valve cusps showed patchy hyalinisation and areas of myxomatous change particularly of the fibrosa. The appearance suggested a degenerative lesion. Biopsy of the aortic wall showed hyalinised thickening of the intima, and the media appeared to be deficient in one part of the section. Right lung biopsy showed moderate congestion, patchy fibrosis particularly of interlobular regions, and patchy thickening of interalveolar septa with mild sclerosis of small vessels. Subpleural fibrosis with infiltration by lymphocytes, plasma cells, and some macrophages was also present. With the advent and wide application of echocardiography, an unruptured aortic sinus aneurysm will be diagnosed at the bedside and no longer be "one of the silent congenital lesions to be suspected when bacterial endocarditis develops in a heart apparently previously healthy."'
